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HUMAN RELATIONS IN OBSTETRICS 

The Report by the Maternity Services Committee 1 stated that the Commit- 
tee received a general complaint that many hospitals had too little regard for 
the personal dignity and emotional condition of women during pregnancy. 
Most, but not all, of this evidence was given by women’s organisations, much 
of it from mothers who had had experience of delivery in hospital. Corres- 
pondence and articles in the medical papers, newspapers and women s journals 
have shown that criticisms are sufficiently widespread to merit serious attention. 
Y/hile it probably is true that the mothers who are satisfied with the treatment 
they received say little, the extreme interest shown in Professor Norman Morris’ 
inaugural lecture 2 at the opening of the new professorial unit at Charing Cross 
Hospital has emphasised that there is room for improvement in the way in 
which some mothers are treated during childbirth both at home and in hospital. 



Type of Complaint 

The commonest cause of dissatisfaction during the antenatal period seems 
to be long waiting times, often hours spent in poor overcrowded premises, 
followed by a rapid examination with no real privacy. Another frequent com- 
plaint is either the lack of explanation of abnormalities which have arisen (the 
only knowledge of which may be due to overhearing a discussion between the 
attendants), or a partial explanation which gives rise to worry. In particular, 
some mothers want information on toxaemia of pregnancy, the significance of 
an excessive weight gain and how to lose or stop gaining weight, the Rhesus 
factor and what is meant by a breech and turning a breech. Mothers say that 
many minor worries, such as constipation, sleeplessness, back-ache, cramp, 
morning sickness, are ignored because they are assumed by some professional 
attendants to be “part of pregnancy”. General advice on marital intercourse 
during pregnancy is not often given, especially if the expectant mother is too 
shy to ask about it. 

Many mothers compare their reception and the early management of the 
confinement in hospital unfavourably with confinement at home. Loneliness 
seems to be the chief cause of dissatisfaction. So is the frightening effect of 
hearing other mothers in the second stage, especially if the patient herself is in 
the early stages of labour. Some mothers complain that they are contradicted 
when they say they are about to deliver their baby, and are often treated rudely. 
Some say they are frightened to ring the bell a second time, with the result that 
they deliver the baby unaided, sometimes with a resultant perineal tear. Lack 
of liaison between the antenatal clinic and the labour ward staff sometimes 
causes confusion, e.g. a mother taught methods of relaxation antenatally may 
be told, when in labour, that the labour ward staff do not believe in it. A few 
complain that the midwives act as if the baby belonged to them and not to the 
mother. 

During the lying-in period the dissatisfaction mainly seems concerned with 
ward routine, e.g. noise, being awakened unnecessarily early, etc. Other com- 
plaints are lack of day room facilities and bans on. smoking. Some mothers 
complain of an over zealous insistence on breast feeding. 

These complaints are not quoted as average experience, but only as examples 
of how far occasional lapses may go, and of the need for constant concern to 
avoid even the semblance of such lack of understanding. 



1. Report of the Maternity Services Committee, 1959. Para. 232. H.M.S.O. 6s. 6d. 

2. “Human Relations in Obstetric Practice”. The Lancet. April 23rd 1960. p. 913. 
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Cause of these Complaints 

Overcrowded premises. The majority of the maternity hospitals were not 
designed to accommodate the number of women now admitted. There has been 
an increase in the proportion of the women confined in hospitals as well as in 
the total number of births each year. The outpatient antenatal departments are 
often either in adapted premises or in buildings not designed to accommodate 
the number of patients who attend. In some hospitals this has resulted in ex- 
treme overcrowding and this tends to encourage an impersonal system which 
allows the largest number of patients to be examined physically in the shortest 
space of time. 

The lying-in wards were in the main built or adapted when the normal length 
of stay in hospital was 14 days and when most of this time was spent in bed. By 
adding some extra beds and by shortening the length of stay, many more women 
are now being admitted and earlier rising in the puerperium has aggravated the 
position. Sanitary and bathing facilities have become inadequate therefore, but 
most important is the deficiency in the number of first stage and labour wards. 
In some hospitals, patients have to be left in open wards until the very last 
moment before being transferred to labour wards. Midwives working under 
such conditions may become harassed and have less time for common courtesies. 

Understaffing 

The shortage of midwives is well known. In midwifery training schools if 
there are too few trained midwives, much of the contact with the patient has to 
be left to the pupil midwife, so that the trained midwife may neither have the 
time nor the opportunity to know of the fears and troubles of her patients. 

Change in the attitudes of patients 

In the last few decades there has been a striking change in the knowledge 
of the mothers and of their attitude to the medical and nursing profession. 
Mothers are far better informed about the functions of their bodies and they 
will no longer blindly follow the advice given. They wish to know the reason 
why certain instructions are given and if any abnormality arises, they want to 
have an explanation of its meaning. The isolated advice not to worry without 
further information may make patients feel that “something” is being kept from 
them. Some doctors and midwives still seem to be insufficiently aware of this 
changing pattern and some even appear to resent it. Other attendants although 
aware that explanations are necessary are not always able to phrase them in 
language appropriate for the understanding of the patient so that she is bewil- 
dered and may not realise the significance of what she has been told until long 
after she has left the clinic, when worried and unhappy, she has no one except 
neighbours of whom she can ask questions. 

Lack of tolerance and understanding by the staff does seem to be a factor in 
some cases. The psychological outlook of the mother and her emotional state 
are sometimes ignored. Some attendants try to control the apparently unreas- 
onable demands of frightened, insecure mothers by domination, even by bully- 
ing. This can result in much silent misery and a greater fear of pregnancy in the 
future. Overwork and under-staffing will often, of course, make this situation 
much worse. Some midwives may have their own psychological difficulties to 
contend with. Over-sensitive women continually working in the labour ward 
may develop a brusque insensitive manner to hide their own feelings. Anyone 
studying the work of the late Grantly Dick Read may conclude that much of 
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his success in conducting confinements was due to his personal presence through- 
out the whole of labour and his respect for the emotional needs of the expectant 
mother and father. 

SUGGESTED METHODS OF OVERCOMING SOME OF 
THESE COMPLAINTS 

A. In the Antenatal Clinic 

1. General running of the clinic 

Some review of the method of running an antenatal clinic might assist in 
cutting down the waiting time of patients. Appointment systems, and reference 
for interim care, where appropriate, to general practitioners or to local health 
authority clinics might assist in reducing the pressure in over-crowded hospital 
clinics. 

2. Health Education in hospital antenatal clinics 

(a) Individual advice on problems is of course the need of all mothers and 
should be the aim of all good maternity care. This however in large clinics 
is not always as easy as it might appear at first. In extremely busy clinics a 
few extra minutes given to each patient may result in the sessions lasting an 
hour or two longer, so increasing the waiting time and congestion. While 
reorganisation of the work in the clinic may help in this, it has to be remem- 
bered that the number of sessions which can take place each week in a clinic 
is limited. Even if individual advice is attempted, the explanation may have 
to be short and possibly incomplete. Some expectant mothers may not think 
of the questions they wish to have answered until after they have left the 
clinic. Nevertheless, every effort should be made to give as much individual 
care as possible to each patient. 

( b ) Group teaching 

Mothercraft and health education classes are being developed in antenatal 
clinics. This type of teaching is only just beginning in some hospitals and 
may be merely a series of formal lectures and demonstrations. While some 
form of group discussion has been developed to an increasing extent in local 
health authority clinics, its use in maternity hospitals is still thought to be 
relatively small. The advice of the Central Council of Health Education might 
be sought on the best methods of giving health education in hospital and 
antenatal clinics. To be of the greatest value, the advice from the domiciliary 
and the hospital services should derive from an agreed policy for the area. 
There is a need for much more co-operation between the two services. How- 
ever, not all expectant mothers, especially those who are working, who have 
other children or where the clinic is a long distance from their home are 
able to attend group discussions, so that special arrangements may have to 
be made to meet their needs, e.g., evening meetings. 

(c) Pamphlets 

Some hospitals have been selling to mothers a small booklet which gives 
advice on diet, hygiene, etc. during normal pregnancy; on the clothes which 
the mother should wear herself and prepare for her baby; it also includes a 
short explanation of the stages of childbirth and how to recognise when 
labour starts, as well as when to go to hospital. Much greater use might be 
made of such booklets, both as a supplement to group teaching and for 
mothers who are unable to attend such classes. 
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B. In the labour wards 

The question of being left alone for long periods in the labour ward has 
received much publicity. The delivery of the baby is, to the mother, the cul- 
mination of a prolonged waiting period. According to British Obstetric Practice, 
the first stage of labour in primigravidae averages about sixteen hours. A large 
part of this may be spent in the labour ward or first stage room with very 
few people to talk to and very little to do. The patient may be meeting the 
labour ward staff for the first time and if they have no time or little inclination 
to spend time in chatting with her, she is bound to feel lonely and unhappy. 
But after reading the complaints, it does seem that what mothers exactly mean 
by being left alone is very variable. Not all mothers want someone sitting by 
them all the time, although some would appear to do so. Mostly they seem to 
want someone near at hand who will answer their queries sympathetically, who 
will not mind how many times they ring the bell, and will treat them as adults. 
The desire of a mother to have a member of her family with her must under 
these difficult circumstances however be overwhelming. There are various 
methods which can help to overcome some of the loneliness of these mothers. 

(a) The use of day rooms allows mothers in the early stages of labour to 
walk about, to talk together, to knit and watch the television. More accom- 
modation of this kind is needed. 

( b ) The husband should be allowed to sit with the patient. It is obvious 
that very few husbands will be able to spare the whole of the time needed 
to be with their wives during the first stage. On the other hand it seems 
unnecessary to exclude them completely or only allow them to see their 
wives at fixed visiting hours. Where there are single first stage rooms avail- 
able (or even where the labour ward itself is used as a first stage room) it 
should be possible to allow the husband to visit as frequently as he is able 
providing, of course, that there is nothing in the patient’s condition to 
contra-indicate it and both partners desire it. In some circumstances a 
friend chosen by the mother may be the most suitable. In any case the 
mother’s own wish must be consulted. Whether the patient’s husband 
stays during the second stage depends on the individual circumstances of 
each case. 

(c) The use of double first stage rooms has been suggested, but while this 
may overcome the loneliness, it can be very trying and alarming for a 
mother, especially if she is early in labour and expecting her first baby if 
the other mother groans and grunts in a later stage of childbirth. The noise 
of the other mothers in labour is a constant source of complaint. The use 
for such rooms is very limited. 

(rf) In some countries abroad, birth attendants are employed to sit with 
the mother during labour. While there might appear to be a place for such 
women in some hospitals in this country, especially in non-training hospitals 
a very careful selection would be needed. Various suggestions have been 
made as to the best type of women for this purpose. Some people favour 
retired midwives. Many ex-midwives, however, might find it very difficult 
merely to act as companions to the mother, allowing their younger coll- 
eagues to be entirely in charge of the labour. The use of S.E.A.Ns. for this 
purpose has been suggested, but at the moment every possible use needs to 
be made of these nurses to supplement the shortage of midwives on the 
wards. If obstetric nursing becomes part of the general training of nurses 
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